MISSOURI DIVISION OF HEALTH _-_-STA_NDARD CERTIFI?AéE OF DEATH | | '_63;:9}3%35?&
DO NOT WRITE ARENDED ’ Registration: District No. ﬁ_;):_!riniéw.kegtshatién‘Dimid Nb. ___0_ 2 ;’_' ___Registrar’s No. ;_____

ON THIS STUB : 3
1. PLACE OF DEATH ‘2. USUAL RESIDENCE’ (Where deceased lived. M institution: Residence before

a.-COUNTY S ”L IN E a. STA‘FEm’s E ! &EOUNTY sg‘-lﬂs admission)

b. CITY {If outside corporate limits, give -TOWNSHIP only} Length of stayiin ib c. CITY Inside Limits
- .

SN SLATER LIFE |. O S;47en Jrexrem

¢, FULL NAME.OF (If NQT in hospital, give: lm:ahon) Inside Limits d. STREET - {If.cutside,.give location} Reside on‘Farm
HOSPITAL OR ADDRESS

msmunouz".f ME WL “! y z”a Yes i NolJ EdsT gfﬁ!ﬂ!ﬁ_;[ﬁ 240 Yes O N& X

3. NAME OF DECEASED First Middle " Last 4. DATE: Day . Year
.

(Type:of print) Fb”ﬂE 5 . CoﬂlH SM DEAFTH . _IF%&?A%

‘5. SEX & COLOR OR RACE 7. Morried [1  Never Married [] |8: DATE OF BIRTH | 9. AGE {last birthdey} [iF UNDER 1 YRR | IF

M#A 1- WL ITE Widowsd [] Divorcsd J& | 7 . 5 Z Months | Days | Hours | #in.

" 10a. USUAL OCCUPATION (Give kind of work done [ 10b. KIND OF BUSINESS OR INDUSTRY 1. BIRFHPLACE (City and .state or country) | 12 CITIZEN OF WHAT COUNTRY

during: Mﬁ of working.life, éwn I retired) ’ ,I' : Eﬂ QL A rfﬂ Mo . U' s.ﬂ

T3a. FATHER'S NAME : 13b. MOTHER'S MATDEN NAME .. J 14 NAME OF HUSBAND OR WIFE

. . ; . ’ - .
i - Anxnig FIZER HALLIE SINNETT
15. WAS DECEASED EVER IN U, 5 ARMED ORCES? 16, SOCIAL'SECURITY NO. 117, INFORMANT Address 9&9“ ‘-"'woo
(Ye . 0o, or upknown) | (If yes, give war or dates of servieal as . . o
o | e e lua_zmrr pMags o,

.16.- CAUSE OF DEATH (Enter oniy one cause per line INTERVAL PETWEEN
PART |. DEATH:WAS CAUSED.BY: QNSET AND DEA'I'H

IMMEDIATE- CAUSE (s} d'[ OV\.W o @ﬁca,l W\- 10 )11 ﬂ

Conditicns, ;if any] DUE-TO (b)
which gave rise to -

ebove ~canre  [a),

stating the-under- . . . - . - . -
lying cauze last. -DUE YO {¢) -

PART 1. OTHER' SIGNIFICANT, CONDITIONS CONTRIBUTING TO DEATH bu! nm related - to_the terminal . | PART IIi. If deceased’ was fernale wasy
: disease condition gaven in’ PAlﬂ' 1:(a) - ‘theré. a- pregnancy in last 90 days.

]DY&_:} O Ne I O Unknown -

o, WAS AUTOPSYI T 20s ACCIDENT _ SUICIDE HOMICIDE- | 205, DESCRIBE HOW INJURY OCCURRED. (Enter nature of.Injuryin-PART 1 or PART 1l of item 18.)
PERFORMED? o a - .
YES( NODCT

20c. TIME.OF  Hour | Month, Day, Year
[INJURY.  am. v o, e

P‘“ “ - N

20d INJURY OCCURRED N 20e PLACE OF INJURY {e.g., in or about homa, | 20f. CITY, TOWN; OR LOCATION
WHILE-AT WORK [} farm, factory, stiget, office bidg., etc.)’ . X
NOT WHILE AT WORK []
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MEDICAL CERTIFICATION

T

. B N Fror
1. 1 attended the deceassd from. -'md last saw h'um alive on
1‘ ’5 #_m on the data stated above, and'to. the:best of my- knowledgu, from the causes stated.

d . 22¢. DATE SIGNED
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t on Reverse Side)

USE 'BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT'OF-,

ITEM NO,




STATEMENT BY LICENSED EMBALMER

hereby certify that the body whose name is recorded on the reverse side of this cenificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer NO.ML
P. 0. Addressw

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). :

If embalmed. by a STUDENT, he also shall sign in his;:OWN handwrmng

If this body is not embalmed, fact should be so stated above.




